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CHICAGO SURGICAL SOCIETY. 


Slated Meeting, May J/, 1906. 

The President, Die D. A. K. Steele, in the chair. 


THE DIAGNOSTIC VALUE OF POTASSIUM lODID IN SYPHILIS. 

Du. Edward H. Ociisner exhibited a patient to illustrate the 
fact that the statement commonly made in text-books that potas¬ 
sium iodid when given in sufficiently large doses proves or dis¬ 
proves the presence of syphilis is not necessarily correct. He 
has finite a list of syphilitic patients who had previously received 
very thorough treatment with potassium iodid without benefit. 

The patient exhibited had been referred to him by a practi¬ 
tioner who had treated the patient with potassium iodid and 
intramuscular injections of bichlorid of mercury on the theory 
that the patient was syphilitic, but as the progress of the disease 
did not seem to be retarded in any way, he had begun to doubt 
his original diagnosis. 

The lesion which involved the nose was so typical of 
tertiary syphilis that there could be practically no doubt as to 
the diagnosis, consequently the patient was put on fumigation 
treatment with calomel, and potassium iodid internally, with the 
result that the lesion rapidly improved and with the exception 
of slight persisting deformity the patient appears to be cured. 

Du. Arthur Dean Bevan asked whether the fumigation 
treatment of syphilis is applicable in all cases? His experience 
has been that in some eases one method is successful while in 
other cases another method of treatment achieves results. He 
has also seen cases of advanced syphilis which would clean up very 
rapidly under four or five grains of potassium iodid daily which 
were not affected by eighty or ninety grains a day. Then, again, 
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some of the tertiary forms of the disease clean up more rapidly 
under the mixed treatment than under cither potassium iodid or 
mercury. He recalled one case of tertiary syphilis in which the 
lesions would fade away under the iodid, would be benefited some¬ 
what by the protiodid only to reappear rapidly, and again dis¬ 
appear for months after a few hypodermic injections of bichlorid. 

Dr. L. A. Greensfelder suggested that the proper dose of 
potassium iodid is the one that produces the physiologic effect, 
no matter what its size. Until that effect appears it is impossible 
to say that the patient has received a sufficient dose. The intra¬ 
venous injection of a one or two per cent, solution of the bichlorid 
directly into a vein, giving one or two c.c. every day for fifteen 
or twenty days, is quite efficacious in these cases. He used that 
method in cases that were under the potassium iodid treatment, 
and also under the intramuscular injection treatment, and in 
which no effect was produced. After three or four intravenous 
injections the result was quite prompt. He said that it is essen¬ 
tial not to use less than a one per cent, solution, and if that 
fails to produce any effect, a two per cent, solution should be 
used. 

Dr. Wm. Hessert also recommended the intravenous injec¬ 
tion method. He now has under his observation a patient who 
had been treated by all other known methods without result. 
After about half a dozen injections of three c.c of a one per cent, 
solution of bichlorid a very satisfactory effect became evident. 
The lesions on the skin and elsewhere, which had been very 
marked, disappeared rapidly. He believes that in protracted and 
obstinate cases of syphilis the intravenous method is one of the 
most satisfactory methods of treatment. 

Dr. Ochsner agreed with Dr. Bevan that a method which 
fails in one case may succeed in another. He does not believe 
that the fumigation treatment is a specific for all cases of syphilis 
but in his experience every case that has resisted the potassium 
iodid, or even the mixed treatment, has responded to fumigation. 
He referred to one case that had received as large doses of 
potassium iodid as she would tolerate for seventeen years with¬ 
out being cured. She was put on the fumigation method and 
during the last three years there has been no new outbreak of 
the disease. 
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Tlie patient is placed in bed, disrobed, a frame is placed 
over the patient and over this a rubber sheet covered with 
several blankets. Only the head of the patient is allowed to pro¬ 
ject. A funnel is introduced under the bed clothes at the lower 
end of which there is a pan containing one or two drams of 
calomel. Under this pan a bunsen burner is placed and the 
fumes of the calomel are distributed over the body of the patient. 
1 liese hot-air bath fumigations age given every day or every other 
day, according to the tolerance of the patient. 

He could not give an intravenous injection of mercury or 
any other drug until he had tried all the other and simpler 
methods of treatment. He thought that intravenous injections 
were given altogether too frequently just at present and that he 
would use them only as a last resort. 

RENAL TUBERCULOSIS; NEPHRECTOMY. 

Dr. William IIessert reported the case of a woman; aged 
thirty-five; single; father died at seventy of kidney trouble; 
three cousins died of tuberculosis; habits good; menstrual his¬ 
tory normal; who during the last weeks of 1905 began to “run 
down,” felt tired, lost weight and appetite, and there was a 
general feeling of malaise and exhaustion. .No other specific 
symptoms of any kind. Went to a hospital for a “ rest cure,” 
and gained slightly, but had profuse night sweats. No pain nor 
chills. This condition lasted for some weeks, when she noticed 
that the urine looked purulent. She had no pain nor any other 
urinary symptoms. She was then seen by Dr. D. E. Murphy, who 
referred her to Dr. Hessert. 

Examination revealed a large mass in the left renal region, 
the size of a child’s head, immovable, not tender, rather firm in 
consistency, and not fluctuating. Urine loaded with pus. Tem¬ 
perature ioi° to 103°. 

Blood examination: White blood corpuscles, 13,200; red 
blood corpuscles, 4,430,000. Hemoglobin, 52 per cent. Polymor¬ 
phonuclear, 79.5 per cent.; large lymphocytes, 13 per cent.; small 
lymphocytes, 6.9 per cent.; cosiuophilcs, .6 per cent. 

The ureters were cathctcrizcd by Dr. L. E. Schmidt. Urine 
from right ureter normal. From left ureter there was with 
difficulty obtained a small amount of fluid for examination, which 
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proved to be practically pure pus, with no urinary consituents. 

Indigo carmine injection into buttocks. After six minutes 
color was perceptible in urine from right side, while it did not 
appear after five hours from left catheter. 

Cryoscopic examination of blood showed a freezing point of 

0.58. 

A diagnosis of pyonephrosis was made and the kidney re¬ 
moved in the usual manner by oblique lumbar incision. The 
kidney measures 8 inches in its largest diameter. Nothing of 
renal cortex was visible macroscopically. The kidney was con¬ 
verted into a multilocular pus sac. The pus was partly fluid, 
partly cheesy. At the lower pole was a cheesy area, over one 
inch in diameter. Microscopic examination proved the process 
to be of tubercular origin. There were no stones. 

The patient made an uneventful recovery and has since re¬ 
gained her health and increased in weight. 

Dr. Bayard Holmes was not sure that tuberculosis appears 
in a single kidney in a large proportion of cases. He has had 
several unfortunate experiences, and one quite fortunate one. 
He operated on a young man in 1896 who had trouble with his 
back, hasmaturia and strangury, and a diagnosis of tuberculosis 
of the right kidney was made. An incision was first made over 
the left kidney and it was examined. Two apparently tubercular 
foci were found. They were cut out, scraped thoroughly, packed 
with iodoform gauze and drained through the back. An incision 
was then made over the right kidney and from it five similar foci 
were excised, scraped, packed and drained through the back. 
Since that time the man has had a permanent fistula in the right 
side, and in the left side a fistula which closes occasionally. He 
has continued at his occupation, that of a barber, for ten years, 
and is getting along very nicely. 

Dr. D. N. Eisendrath was of opinion that the specimen 
was typical of a tuberculosis of the kidney. He emphasized the 
uselessness of drainage in these cases, even in the early stages 
of the disease. The rational treatment in the majority of these 
cases is a complete and radical extirpation of the kidney. He 
also agreed with Dr. Holmes that a large percentage of these 
cases of kidney tuberculosis are bilateral and not unilateral. 
Many early cases undoubtedly are unilateral, but in the advanced 
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cases where the infection has descended to the bladder and 
ascended the opposite ureter, the disease is bilateral. 

In all cases of septic disease of the kidney he has made 
it a rule not to ligate the stump of the ureter but to cauterize it 
thoroughly with pure carbolic acid followed by pure alcohol. The 
best plan, he thought, if there is extensive involvement of the 
ureter in tuberculosis, is to follow it down to the bladder and 
extirpate. 

He thought that gonorrhoeal urethritis and cystitis laid the 
foundation of a tubercular involvement. He has seen cases be¬ 
ginning as a gonorrhoeal epididymitis and cystitis in which later 
tubercle bacilli appeared in the urine. After the affected kidney 
was removed the same germs obtained in a pure culture from that 
organ. 

Du. L. L. McArthur protested against the use of the 
ureteral catheter in cases presenting a very infective urine. He 
thought he had a case under his care which was a possible infec¬ 
tion of a well kidney by that procedure. A very competent man 
examined the ureters with a ureteral catheter finding a stenosis 
of left ureter negative on right side. Some months afterwards, 
the diagnosis having become perfectly clear of pyonephrosis the 
left kidney was removed. The wound healed by first intention, 
but the urine from the remaining kidney contains pus. The 
kidney removed was probably tubercular. The patient had some 
pain on the right side, whereas when the cystoscopic examination 
was made some months before that kidney was found normal. 

Giordano of Venice recently suggested a little procedure 
which seems to be a valuable one, and that is, while using tlie 
cystoscope to note the flow of pus suspected to come from one 
ureter or another, the assistant compresses firmly, at a given sig¬ 
nal, the kidney suspected to be involved and if there is any 
purulent material in it, it often can be squeezed out, thus making 
it unnecessary to pass the catheter up that ureter. Both kidneys 
can be made to empty their pelves in that way. 

CYST-ADENOMA OF JAW. 

Dr. L. L. McArthur presented a man, forty-two years old, 
who eighteen months previously noticed a tumor in the lower 
jaw beneath the left first molar tooth. The tumor involved the 
alveolar process and the body of the bone. It gradually increased 
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in size becoming about two inches long and one and a-fourth inches 
thick. A dentist removed the tooth, which gave little relief. 
When the tumor enlarged again, the man went to a physician, who 
lanced the growth. A thick, clear fluid mixed with blood poured 
out. ibis was repeated at intervals seven times with the same 
result. Pus was never seen. Finally the tumor increased so much 
in size that its removal became necessary. 

On admission to the hospital the man presented a tumor 
of the lower jaw evidently within the bone, expanding it and 
giving a little crackling sensation when firmly compressed, as if 
the bone covering was of about the thickness of an egg-shell. 
An incision was made along the inferior border of the jaw; the 
periosteum of the bone was elevated and the thin wall of bone* was 
readily broken down. Beneath this was a cyst filled with a thick 
mucoid material. The cavity in the bone was lined with a smooth 
mucous membrane. Within this was a pedunculated tumor. The 
alveolar process was removed anterior and posterior to the growth 
but the mandible was not resected. 

The growth is one of those rare forms of odontomata clas¬ 
sified as an adamantinoma, taking its origin from portions of the 
teeth buds and the character of the growth varies with the char¬ 
acter of the primary portions of tooth structure which take part 
in the development of a tooth. Microscopically, on superficial 
examination, the specimen resembles an epithelioma, but the 
growth never causes any pain, nor, once well removed, recurs. 

Dr. Thos. L. Gilmer thought that the case of tumor of 
the jaw reported by Dr. McArthur taught a valuable lesson. It 
showed that surgeons should not be too hasty in advising removal 
of the jaw or sections of it, especially of the mandible, because 
it produces a very serious deformity, one which is remedied only 
with difficulty. He thought the tumor shown probably had its 
origin in the persitent portions of the epithelial cord of the 
enamel organ. He referred to several cases of tumor seen by him, 
odontomas and cyst-like tumors, one of which contained a number 
of denticles or inperfectly-developed teeth. 

Dr. D. N. Eisendratii referred to an article by Dr. Blood- 
good in Progressive Medicine of December, 1905, describing a 
case of tumor of the jaw producing enormous enlargement, 
which he termed a cystadenoma, which he thought is probably 
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the best name for this class of tumor. These tumors are com¬ 
parable to those occasionally occurring in the ovary. He thought 
Dr. McArthur’s case particularly interesting because there was 
only one cyst, whereas in the other cases published there have 
been multiple cysts, each cavity being lined by a membrane similar 
to the one in Dr. McArthur’s case. 

HEMANGIOENDOTHELIOMA OF AXILLA. 

Du. L. L. McArthur demonstrated a specimen obtained 
from a case of apparent recurrence of a carcinoma of the breast, 
in the axilla. The recurrence took place about three months 
after the breast had been resected. The tumor was of consider¬ 
able size. The X-ray proved ineffectual. Clinically the tumor 
presented all the characteristics of a recurrent carcinoma. On 
microscopic examination of the original tumor it was pronounced 
a sarcoma; however, the pathologists in this city pronounced it an 
endothelioma of the perivascular type, a hfemongion endothelioma 
perivasculare. The slides were presented because on superficial 
examination they present the characteristics of the most malig¬ 
nant groups, but on close study will be seen to be as described, 
and therefore requiring less radical interference and giving a 
more hopeful prognosis. 

SARCOMA OF THIGH. 

Dr. A. J. Ochsner reported a case of sarcoma of the thigh 
and exhibited the leg which had been removed that day. He 
made use of a method which is exceedingly simple and effective. 
It is a revival of a method in almost universal use fifty or sixty 
years ago. He read a number of reports of hip-joint amputa¬ 
tion which were published in Virchow’s Archiv about the middle 
of the last century, which seemed to be so uniformly favorable 
that he concluded to give the method a trial. It consists in 
ligating the femoral vessels primarily and then grasping the other 
vessels as the dissection is proceeded with. The hip can be am¬ 
putated in a short time with the loss of almost no blood. The 
sciatic and the anterior crura nerves in this case were injected 
with cocain. 

The tumor in this case evidently was the result of repeated 
traumatizing of the thigh incident to the patient’s occupation. 
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Slated Meeting, June is, 1906. 

Dr. A. IC. Steele, President, in the Chair. 

CERVICAL RIB. 

Dr. Wm, Hessert exhibited a girl aged sixteen, who had 
applied for treatment of a fractured clavicle. On examination 
a bony tubercle was found over the inner aspect of the clavicle. 

his tubercle was the anterior extremity of a bony process which 
could be followed by palpation backwards and inwards. The 
x-ray examination showed a cervical rib (Fig. 1.). There had 
been no symptoms of pressure on the nerves or artery, nor any¬ 
thing else that would draw attention to the malformation. 

CARCINOMA OF THE THYROID GLAND. 

Dr. A. E. Halstead reported the case of a man, aged 
forty-two, with a negative personal and family history, who had 
had an enlargement of the neck for about eleven years. During 
the past few years the tumor had increased in size considerably 
and other tumors appeared in the neck region. The dyspnoea 
finally became so severe that an operation was necessary. The 
operation was performed under local anaesthesia and all the 
masses were removed. Microscopic examination of the cervi¬ 
cal lymph-glands showed an adenocarcinoma. Besides the 
carcinomatous growth the tumor mass itself showed nearly all 
the varieties of goitre, including hypertrophy, colloid degenera¬ 
tion, cysts, calcareous deposits and bone. The tumor surrounded 
the trachea and pushed it over to the left, crowded down into 
the thorax two inches below the sternal notch. The patient 
made a good recovery and is now enjoying perfect health. 

Dr. E. W. Andrews referred to a case of tubercular degener¬ 
ation of the thyroid. The patient had several tubercular glands 
in the neck and then developed a small cold abscess in the thy¬ 
roid. After pulling out shreds of thyroid tissue for several weeks, 
lie finally enucleated the whole gland as a necrotic mass. The 
patient developed symptoms of myxeedema and later died sud¬ 
denly. 

DISLOCATION OF METATARSO-PHALANGEAL JOINT. 

Dr. Halstead reported the case of a male patient, aged 
18 years, who had his foot caught in an elevator, causing a dis- 
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location of the metatarso-phalangeal joint of the big toe and 
fracture of the second tarsal bone as well as a Pott’s fracture. 
Several attempts were made to reduce the dislocation under 
anaesthesia, but all failed. Finally an open operation was done 
and the dislocation was reduced. It was found that it was not 
the short flexor but the long flexor which had become lodged 
between the head of the metatarsal and the base of the phalanx 
and was preventing reduction. As soon as the long flexor was 
pulled out with a blunt hook, reduction was accomplished with¬ 
out any difficulty whatever. 

Dr. E. W. An dr lews cited a parallel case of dislocation of the 
thumb in which he made a small incision and by prying with a 
flat director he managed to slide the phalanx on to the metatarsal, 
where it stayed. 

Dr. D. A. K. Steele reported a similar case of dislocation of 
the metatarso-phalangeal joint of the big toe following an ele¬ 
vator accident. Repeated attempts by a local physician to re¬ 
duce the dislocation, even under anaesthesia, had failed. Dr. 
Steele, recognizing the irreducibility of the dislocation, did an 
open operation and found that it was the long flexor that was 
lying between the bones and prevented reduction. Even strong 
leverage failed to effect reduction until the tendon of the long 
flexor was withdrawn when reduction was effected very easily. 

INTESTINAL OBSTRUCTION PROM MECKEL’S 
DIVERTICULUM. 

Dr. William M. Harsha reported the history of a woman 
aged thirty-seven; who during the past two years had had one 
or two attacks of severe cramps in bowels without serious dis¬ 
turbance; no history of injury or intra-abdominal inflamma¬ 
tion. When suddenly, May 8, 1906, she was seized with severe 
abdominal pain, beginning at pit of stomach, soon localizing 
below and to the right of umbilicus. Vomiting ensued in a few 
hours and continued at intervals for five or six days. Obstinate 
constipation, enemas only bringing away small amounts of fecal 
matter and very little flatus. Vomiting became intestinal, but 
not distinctly fecal. No temperature until third day. Slight 
chill, followed by temperature of ioi°. 

Examination:—Patient well nourished; heart, lungs, and 
kidneys normal. Pulse no. Temperature 99.8°. Anxious 
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expression. Abdomen somewhat distended and sensitive. 
Through vagina soft resistance found in front of pelvis, feeling 
eke a moderately-distended cyst, but no fluctuation could be 
illicited. 

May 15, 1906, at the Chicago Hospital, the abdomen was 
opened by a median incision; considerable serum, slightly 
blood-stained, in peritoneum. Enormously distended, injected 
and cedematous intestine rolled out, which proved to be the 
ileum. At one point the peritoneal coat was ruptured trans¬ 
versely for more than one inch, which rent was sutured. Fol¬ 
lowing the inflated gut down, the operator came upon a constrict¬ 
ing band, which was clamped and cut. This band proceeded 
from a Meckel's diverticulum which was at its base nearly the 
size of the normal ileum, had a mesentery, and was not more than 
ten inches from the ileocsecal junction, and about three-quarters 
of an inch long. (Fig. I.) The distal end, or constricting band, 
after passing over the ileum, penetrated the mesentery of the 
ileum, and seemed to be joined to, or to have proceeded from, 
the mesentery of the diverticulum. After ligating in two places 
it was cut, and when the distal stump was released from the 
clamp it withdrew through the mesentery of the ileum and was 
lost to sight, leaving a hole in the mesentery. 

There were no adhesions or evidences of inflammatory 
changes about the intestinal tract. The appendix was normal in 
appearance, with no adhesions. The ileum when released presented 
on its upper half a deep groove, almost a cut into or through the 
peritoneal coat; a suture or two closed this groove (Fig. 2). The 
gas passed into the former collapsed portion of the ileum, re¬ 
lieving the great distention above. The intestine seemed viable 
and the abdominal wound was closed without drainage; at the 
end of four days, however, a fistula was formed, and fecal-smell¬ 
ing fluid escaped for a few days, when the wound closed spontan¬ 
eously and the patient went home, about the twenty-fifth day 
after operation. 

The diverticulum was ample in size, short—less than one 
inch long—and had a short mesentery. The band was ligated 
at end of diverticulum, and was not more than two inches long 
to its point of penetration of the mesentery of the ileum. 

Dr. A. E. Halstead has ably reviewed the modus operaudi 
of obstruction from this cause, reported in the Annals of 
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Surgery, Vol. 35, p. 471, and in the Journal of the American 
Medical Association, Sept. 23, 1905, Dr, Miles F. Porter reviews 
184 cases. 

The short band crossed over the ileum from below and pene¬ 
trated the mesentery of the ileum above it. The diverticulum 
was at right angles to the ileum and extended straight down¬ 
ward from the lower side of the intestine. The attachment of 
the distal end of the band was to some point beneath the mesen¬ 
tery, apparently to the root of the mesentery of the diverticulum. 
It is easy to see how obstruction could be caused by a sudden 
distention of the upper end of the ileum by either gas or fecal 
matter, especially when the patient was standing. 

The attachment of the distal end of the band was such as to 
presuppose it original or primary. It could not be accounted for 
in the ordinary way— i.e., that as the remains of the vitelline duct 
it had broken loose from the umbilicus and penetrated the mesen¬ 
tery of the ileum above to form so strong an attachment below 
or under it. 

The most reasonable explanation is that in this case the band 
at the distal end was the persistent omphalomesenteric vessels. 
This is the view of Ahlfield quoted by Bunts (Annals of Sur¬ 
gery, V. 40, p. 537), of Halstead and others, and traction by such 
a band could easily account for such a diverticulum. 

The history of previous attacks of severe colic, the sudden 
onset, the localization of pain below and to the right of the um¬ 
bilicus, the moderate distention, obstruction all but complete 
and intestinal vomiting probably should have suggested the 
character of the obstruction, but so similar are the symptoms 
in some other forms that only a diagnosis of obstruction was 
made. 

In addition to the other symptoms, the yielding tenseness 
in the anterior part of the abdomen on vaginal examination is 
important, showing in the absence of fluctuation unusual intes¬ 
tinal distention. 

The frequency of obstruction from this cause is figured at 5 
per cent., and the mortality at over 50 per cent,, in operated 
cases, while taking all cases it is 60 per cent., or more. The fact 
that in many cases at operation the cause has not been discov¬ 
ered, as shown at autopsy; and that the mortality in all oper¬ 
ated cases is so high, should emphasize the need for early opera- 
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tion in all cases of obstruction. The diverticulum is found in 
about 2 per cent, of cases. A recent report by 0 . M. Gilbert, in 
the Journal of llie American Medical Association, May 26, 1906, 
shows in nearly 100 autopsies 5 per cent. 

Constriction was by band in 101 of 184 cases reviewed by 
Miles F. Porter ( Journal of the American Medical Association, 
Sept. 23, 1905), and the average age of patients about 21 years, 
with greater frequency in males. 

It is probable that traumatism is the exciting cause in some 
cases, as are undoubtedly overeating and flatulent indigestion. 
These especially figure in etiology in diverticula with attached 
bands. While a review of reported cases show very few diag¬ 
noses prior to operation, there is a history of abdominal crises in 
many; and late operation is the only explanation of the heavy 
mortality. Therefore, early operation should be the rule when 
obstruction occurs and interval exploratory operation should be 
done when attacks are recurrent. 

In operations for appendicitis, when that organ is found 
healthy the ileum should be investigated, otherwise the cause of 
the symptoms may be overlooked. At operation the diverticulum 
should be excised, as a rule, but where it is little more than an 
enlargement of the ileum and the patient in bad condition, as in 
this case, there is justification for leaving it, after removing the 
constricting band. The danger of trouble from the remaining 
small diverticulum of this type from inflammation, invagina¬ 
tion or torsion is infinitely less than from an appendix vermi- 
formis, and yet we do not advocate removal of an appendix in 
every abdominal operation as a preventive measure. 

As to the rarity of intussusception, Kammerer (An. Surg., 
Aug., 1897) cites only two, which have been often referred to, 
from Treves. Gibson, quoted by Wainwright (An. Surg., Vol. 
35 > P- 33 ) does not mention this form in 239 cases of intussus¬ 
ception, detailed—or in 1000 cases of intestinal obstruction. 

Volvulus would be clearly impossible in a very short diver¬ 
ticulum with a mesentery and diverticulitis would likewise be 
very unlikely. 

Dr. A. E. Halstead stated that statistics showed that next 
to intussusception obstruction from diverticulum is the most com¬ 
mon form of obstruction of the bowel. The statistics of Lich¬ 
tenstein showed that 39 per cent, of obstructions are caused by 
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intussusception and 6 per cent, by diverticulum. He thought 
that Dr. Harsha’s case was of considerable interest because 
the constricting band had been present from birth and did not 
produce obstruction for many years. The immediate cause of 
obstruction was undoubtedly some acute distension of the bowel 
above the point of constriction, which happens frequently in 
these cases, especially when the loop of bowel is suspended by a 
diverticulum from the umbilicus. When the loop becomes over¬ 
distended the weight of the suspended loop will cause a twist in 
the gut or constriction or other acute complication and there is 
an obstruction. When the diverticulum is free the chances for a 
constriction are comparatively slight. 

He thought that not removing the diverticulum is a mis¬ 
take. There are on record some thirteen or fourteen cases of 
obstruction occurring from invagination of the diverticulum. 
In some of these cases the diverticulum was only a small pouch 
but it was sufficient to act as starting point of an intussusception, 
which later caused a complete obstruction. It is therefore 
always advisable to remove the diverticulum, no matter how 
small it may be, by cutting it off flush with the intestinal wall 
and closing the opening with suture. These diverticula that cause 
obstruction by invagination do so in different ways. In some 
the mucous membrane loosens and alone projects into the lumen 
of the gut. In others the whole diverticulum is invaginated, 
and in still others the diverticulum weakens the wall of the gut 
so that a segment above the diverticulum is invaginated into the 
gut below. 

GANGRENE OF LEG FOLLOWING RHEUMATIC ENDO¬ 
CARDITIS-AMPUTATION. 

Dr. William M. IIarsha reported the history of a woman 
aged fifty-two who had had occasional attacks of articular rheu¬ 
matism since the age of seventeen; otherwise healthy; no arterio¬ 
sclerosis. March, igo4, suffered an acute attack of articular 
rheumatism hands and feet swelling first. Various joints of 
extremities were successively affected until the second week, 
when endocarditis developed, the extremities improving except 
that some pain continued in right leg and knee'. Suddenly there 
was an accession of pain in leg, which soon changed color, and 
beginning gangrene appeared in toes and foot. 
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Dr. Harslia first saw her with Dr. Lodor, of this city, April 
13, 1904, when the discoloration had extended above the ankle. 
Left leg and foot were normal. Valvular murmurs were present 
in heart, but circulation seemed strong. The rheumatic symp¬ 
toms had otherwise subsided and temperature was normal. 
April 23, 1904, he amputated at the junction of middle and upper 
thirds of thigh, the main artery being found closed with blood- 
clot up to that point. 

At time of operation, Lakeside Hospital, April 23, 1904, 
very slight valvular sounds could be heard, otherwise organs 
were healthy, barring a trace of albumin in the urine. Healing 
was slow, the wound sloughing in a portion of one flap, and 
slight necrosis of end of bone followed without apparent infec¬ 
tion, but apparently from insufficient blood-supply. 

No microscopic examination of the artery was made. It 
appeared at each of several places opened, as a typical throm¬ 
bosis or coagulum of blood; and in gross appearance the artery 
appeared free from inflammatory changes. The patient made a 
complete although slow recovery and has remained well. 

His conclusion was there were vegetations or thrombi about 
the valves as a result of the endocarditis, which became dis¬ 
lodged and occluded the lower end of the popliteal, at the bifur¬ 
cation probably. 

SPONTANEOUS FRACTURE OF THE FIBULA. 

Dr. William M. Harsha reported the history of a man, 
aged 40; referred by Dr, G. V. Wyland. Father died at ninety- 
seven of old age. Mother living, eighty-seven. One sister died 
of typhoid at age of thirty-eight. One brother operated on for 
tuberculosis of testicle. One brother died from injury to back 
from heavy lifting, after several months. 

Personal History.—Fell in a well at thirteen years of age, 
bruising left leg, following which had osteitis or periostitis, 
probably tubercular, lasting three years. At operation removed 
most of tibia. Since that has been well. Left leg five inches 
shorter than right. Knee presented appearance of backward 
displacement of bones of leg. Patient walked with cane and steel 
extension shoe. Was strong enough to carry weight of 100 pounds 
or more, and seemed entirely well. Five weeks ago went down 
town, and on entering a barber shop, while walking, felt bone of 
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leg break. A plaster bandage was put on by Dr. G. V. Wyland, 
but at end of four weeks there seemed no effort at union, and 
patient desired amputation. 

Amputation by short lateral flaps through knee joint, at 
West Side Hospital, June 6, 1906. Upper two-thirds of tibia 
absent. Head of fibula in popliteal space, just above and slightly 
to inner side of external condyle of femur. Patient has made 
rapid recovery, sitting up before the end of a week. 

Specimen shows absence of tibia, with great increase in size 
of fibula. Dr. W. A. Evans after having examined some decalci¬ 
fied pieces of the fibula, found no evidences of sarcoma, carcinoma 
or tuberculosis. 

The fibula shows increase in size, compensatory, and ap¬ 
pears more than usually porous. Patient is well nourished, with 
no organic nerve disease, cancer, diabetes, specific trouble or 
premature senility. Owing to the feeble articulation behind the 
outer condyle, it is probable that partial loss of function ac¬ 
counted for the weakness. 

SARCOMA AND MYOMA OF THE STOMACH. 

Dr John L. Yates, of Milwaukee, by invitation, read a 
paper with the above title (for which see page 599). 

Dr. A. J. Ociisner said that the fact of finding three tumors 
of the stomach that were not carcinomatous within a short time 
tended to show that these tumors are much more common than 
has hitherto been supposed, and that tumors which are sarcom¬ 
atous or myomatous may be diagnosed as being carcinomas. 
This seems to be important from the fact that the stomach is 
fairly well protected against transmission of sarcoma to the 
surrounding tissues. The sarcoma seems to remain more lim¬ 
ited than does carcinoma, so that the end results should be 
better after gastrectomy in sarcoma than in carcinoma. 

Regarding the case of sarcoma of the caecum, he directed 
attention to a few points in the technic of its removal. The 
method of removal is comparatively simple, provided the oper¬ 
ator bears in mind a few points. The healthy end of the colon 
can be inverted precisely as can the duodenum after gastrectomy, 
provided one goes back far enough from the tumor, the loss of a 
few inches of bowel being insignificant. It is important to bear in 
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mind the fact that the duodenum comes over to the right near the 
ascending colon. 

Heretofore he has always made the anastomosis between the 
ileum and colon with the Murphy button, with a few excep¬ 
tions. In the case reported by Dr. Yates it was made with the 
needle and thread, a method he has employed lately for every¬ 
thing. He removed the cascum and ascending colon to the 
hepatic flexure, together with three or four inches of the ileum. 

Dr. A. E. Halstead cited the case of a young man seen a 
few years ago with a movable tumor of the stomach. He had no 
stomach symptoms, excepting epigastric soreness occasionally. 
He operated on the man and found a pedunculated tumor of the 
size of a small orange, which resembled a foreign body more than 
a tumor. The tumor was attached to the smaller curvature. The 
portion of stomach giving attachment to the tumor was excised, 
and the patient made a complete recovery. The patient disap¬ 
peared so that it has been impossible to learn whether or not a 
recurrence took place. Microscopic examination showed the 
tumor to be a round-celled sarcoma. 

Du. D. A. K. Steele has seen a number of cases of sarcoma 
of the stomach, but they were secondary. All the patients died. 
The first patient was a young man, eighteen years of age, who 
received a blow on the right testis while playing ball. This was 
followed by inflammation and the development of a sarcoma. 
The testis and cord were removed thoroughly and carefully, but 
within a few weeks there was involvement of the mesenteric 
glands, and in four months the man had a large sarcoma of the 
stomach which proved fatal in a few weeks. 

Another patient was twenty years of age. He received an 
injury of the inner condyle of the femur, which was followed in 
a few weeks by the development of an osteosarcoma. The leg 
was amputated at the middle of the femur and the patient made 
a good recovery, but in four or five months sarcoma developed 
in the flexor muscles of the forearm following unusually severe 
exercise. The muscles were removed and the man was well for 
three or four months, when he developed a sarcoma of the stomach 
which caused his death, about sixteen months from the time of 
appearance of the primary tumor of the femur. 

Dr. E. W. Andrews agreed with the remark about the 
possibility of there being a greater number of sarcomata of the 
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stomach than was supposed. He thought that this might be of 
clinical importance in changing the attitude of the profession 
toward gastro-enterostomy in cases where radical removal is im¬ 
possible. He did not agree with Drs. Mayo and Billings and 
others who condemn palliative operations on the stomach. When 
only one out of many cases is benefitted, it is worth while having 
operated. It is possible that only in these cases of sarcoma of the 
stomach life may be much prolonged and a patient who lived for 
years after the operation for removal of a malignant growth of 
the stomach in all probability had a sarcoma and not a carcinoma. 
We do not commonly get a microscopical diagnosis when we 
merely do a palliative operation, leaving the tumor. We could 
do so, and ought to do so hereafter, instead of assuming them all 
to be carcinoma. 

Dr. Yates called attention to Fenwick’s statistics showing 
that in a scries of 500 cases of tumor of the stomach, sarcoma 
was present in two to four per cent. Of six or eight patients 
that have been operated on by thorough extirpation, 40 per 
cent, were alive at intervals of from two to twenty-four months 
after operation. It is impossible to state whether the tumor was 
a spindle-cellcd or a round-celled sarcoma. In the former the 
prognosis is better than in the latter. As a rule, they grow from 
the external side of the submucosa, grow outward and have less 
tendency to produce metastasis. The excision of these tumors is 
followed by better results than is excision of the round-celled 
variety, which begin from the inner side of the submucosa and 
tend to recur or metastasize. 



